The etiology and histogenesis of granular cell tumor are still debated. Granular cell tumor of the newborn is considered to be a different entity than the adult form of this lesion with different immunohistochemical features. We present a case of a rare gingival granular cell tumor in a newborn and review the literature. Gingival granular cell tumor must be clinically differentiated from teratoma, congenital dermoid cyst, congenital fibrosarcoma, hemangioma, lymphangioma, leiomyoma, rhabdomyoma, heterotopic gastrointestinal cyst, congenital cystic choristoma and congenital lipoma. Surface ulceration or pseudoepitheliomatous hyperplasia may lead to confusion with malignancy.
INTRODUCTION
Granular cell tumor (GCT), known as Neuman tumor, Abrikosov tumor or granular cell myoblastoma in the medical literature, is quite rare in the newborn period. The etiology and histogenesis of the tumor are controversial. Newborn GCT is a different entity than in the adult with different immunohistochemical features (1) . We present a rare case of newborn GCT and review the literature.
CASE REPORT
A smooth surfaced, non-fixated mass developing from the gingival mucosa was found on the frontal section of the mandibular alveole on the 6th postnatal day of a female child who was born at the Azerbaijan Medical University following 34-week gestation with a birth weight of 3400 gr and height of 49 cm through the spontaneous vaginal route (Figure 1) . The mass prevented feeding and was therefore surgically removed under general anesthesia. No other lesions or systemic involvement was found. There were no complications during 12-month follow-up.
Macroscopic evaluation revealed a smooth-surfaced, widebased polypoid lesion 18x14x13 mm in size and covered by gray-white mucosa. Histopathological evaluation showed a tumor mass with monotonous appearance consisting of round-polygonal cells with a large eosinophilic cytoplasm and oval, innocent looking nuclei that was covered by normal multilayered epithelium on the surface ( Figures  2, 3 ). There were no atypical features, mitosis or necrosis. No tumor was seen at the surgical margins. Histochemical investigation revealed no PAS positivity in the tumor. The immunohistochemical investigations with S100, CD68, desmin, MSA, myogenin, SMA and NSE were also negative. 
DISCUSSION
GCT has first been described in 1871 as "congenital epulis" by Neumann (2) . Later studies concentrated on the striated muscle and neurogenic origin of the tumor (3, 4) . The tumor is also postulated to originate from indifferentiated mesenchymal cells, fibroblasts, myofibroblasts, histiocytes, Schwann cells or odontogenic epithelial cells (5) . GCT is now known as a benign mesenchymal tumor of unknown origin.
Recurrence is rare and metastasis is not seen in GCT cases. The common locations are the tongue in the adult and the gingiva in the newborn as in our case. The maxillary to mandibular alveole ratio is 3 to 1 in the newborn and the tumor is usually close to the midline. GCT lesions are usually single but can be multiple in 5-16% of cases. The mandibular and maxillary alveoli are the most common locations for multiple cases as well (6, 7) . The female/male child ratio is 8:1 (6, 8, 9 ).
The immunohistochemical profile of the tumor is different in newborns and adults. This tumor is a variant of the granular cell tumor and is S-100 negative immunohistochemically and does not show any differentiation specific to any cell type (1, 10) . Our case was also negative with the S-100 immune marker.
These lesions are thought to develop reactively with the effect of maternal hormones and may show a tendency to become smaller in the newborn period as the maternal hormones decrease. They do not recur after excision (6, (11) (12) (13) (14) . Our case also did not show any recurrence within 12 months after excision. The clinical differential diagnosis of GCT includes congenital dermoid cyst, congenital fibrosarcoma, hemangioma, lymphangioma, leiomyoma, rhabdomyoma, heterotopic gastrointestinal cyst, congenital cystic choristoma and congenital lipoma. Congenital GCT is covered with normal oral mucosa and is hard while hemangiomas and lymphangiomas are "spongy" on palpation and have a red or dark blue surface. Doppler ultrasonography can be used for the differential diagnosis. Finding fluctuation on palpation and the ultrasonographic findings may help in the differential diagnosis of GCT and cystic lesions. Cystic GCT has not previously been reported. Radiological findings related to lesion margins and associated with bony tissue are important regarding the differential diagnosis of GCT and solid tissue tumors, especially when eliminating malignancy. Radiologically, GCT lesions have regular and prominent margins with no association with bony tissue.
Pseudoepitheliomatous hyperplasia of the oral mucosa on the tumor surface is seen in approximately half of adult GCT cases but is usually not seen in newborn GCT cases. Cases with accompanying pseudoepitheliomatous hyperplasia or ulceration may be confused with squamous cell carcinoma (10).
Malignant GCT makes up 1-2% of the cases and the main differential diagnosis is alveolar soft part sarcoma. There are no malignant congenital GCT cases reported in the literature.
The profuse cellularity and prominent nucleoles in isolated cells in the lesion on cytopathological investigation can lead to mimicking of any common malignant lesion in the oral cavity and a false positive diagnosis. Histopathology is the gold standard in the diagnostic process.
